which is generally regarded as an important component of good general practice.
Since October 1 1967 we have been adding more selected data to the file. It was decided to exploit the mobility of the population by obtaining selected information from the patient when he first joined the practice. At registration, a basic summary of past history, drug sensitivities, smoking habits, cervical smear and immunization status, blood group where known and such elementary social data as parity and occupation has been recorded for each new patient on a selfcoding form, punched on cards and added to the file. Between October 1 1967 and September 30 1969 information about 2,721 patients was obtained and added to the file.
Between March 1 1967 and February 29 1968 a chronic disease register was compiled and the data added to the existing file. We held the view that the management of chronic illness was becoming submerged amid the demand for the day-to-day treatment of acute illness, and this register was compiled with a view to improving the standards of care of those with chronic disease and, to this end, these patients were seen outside normal surgery hours. With the facilities we had it was possible to institute a recall system for these patients. A geriatric register was also compiled with the aim of instituting a preventive geriatric clinic. It is hoped that computer programs will be prepared whereby appointments are mailed direct to patients and clinic schedules prepared.
The service that general practitioners give to their patients stems largely from demand. As a result a disproportionate amount of time may be spent on acute illness, whether trivial or serious, to the detriment of the preventive and supervisory aspects of medical care. Even if this notion is accepted, putting it into practice is extremely difficult and would call for important changes in attitude from most general practitioners, extensive employment of paramedical help, and some reorganization of the traditional patterns of general practice. However, if these changes could be implemented and it became feasible to carry out a redistribution of the work-content of a general practice, there still remains the problem of obtaining information about the practice population at risk and of storing this information and making it readily available. It is suggested that if the method described were to be adopted general practitioners might be able to practise population medicine.
Finally, people live in the community and the majority spend only brief episodes of their lives as inpatients in hospital. It originates, thus controlling the water system nearer to its origins. Control is the key word. A third method is to do both: to build a small dam system up in the hills and a large dam (or several) on the main stream. In this way, the same water can be made to work for us several times over. I believe that we need to adopt a similar philosophy for the proper handling of medical information and I further believe that the success of this enterprise will lie, in the long run, with the general practitioner. The point I am trying to make with this analogy is that control is of the essence. If we cannot control this endless flood of information we shall be swamped by it. I cannot subscribe to the widely held view that all information, however humble, has great potential value in the future, and therefore it is a crime to lose any of it. I am convinced that those who believe that 'you cannot have too much information' are absolutely wrong. If we strain every nerve to collect and store indefinitely all the information we can collect, we shall very quickly get lost in the morass. We must be selective. The great bulk of the information is floating about, as it were, in the lives and personalities and disabilities of people, and the person most exposed to this information and best qualified to interpret and sift it is the general practitioner.
The second point I want to elaborate is equally important, that is the function of our records. Briefly, the basic functions of a medical record are twofold: namely, to aid the physician in the care of the individual patient and his disease (service function) and, thereafter, through analysis of the information it holds, to throw some light upon that disease process (research function). These two functions are widely accorded equal weight by those engaged in designing records systems, but I have no doubt that the one (research) is subsidiary to the other (service), for the quality of our research must depend upon the quality of the data recorded in the service situation. If our records are designed adequately to handle the service station, then the research worker will, ultimately, reap some benefit also. If, on the other hand, we design an information system with research requirements uppermost in our minds, we will -in all probability -impose upon the unsuspecting clinician some artificial restraints that could adversely affect both functions in the long run. To put it another wayresearch looks for concealed correlations in the information, whereas service is engaged in searching for established relationships. The requirements of the two functions in our records systems may conflict -indeed they do and they will -and if so, I regard the service function as paramount. This is not an intellectual abstraction. 
